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INTENSITY-MODULATED PROTON
THERAPY

CROSS-REFERENCE TO RELATED
APPLICATIONS

This application is a continuation of U.S. patent applica-
tion Ser. No. 13/705,903, entitled “Intensity-Modulated Pro-
ton Therapy,” filed Dec. 5, 2012 and set to issue as U.S. Pat.
No. 8,644,571 on Feb. 4, 2014, which claims priority to U.S.
Prov. Pat. App. No. 61/567,126, filed Dec. 6, 2011, entitled
“Systems and Methodologies Related to Intensity-Modulated
Proton Therapy,” and U.S. Prov. Pat. App. No. 61/706,702,
filed Sep. 27, 2012, entitled “Intensity-Modulated Proton
Therapy.” Each application referenced in this paragraph is
expressly incorporated by reference herein in its entirety so as
to form part of this specification.

BACKGROUND

1. Field

This disclosure relates generally to intensity-modulated
proton therapy (IMPT), and more particularly to treatment
plans for IMPT.

2. Description of Related Art

Radiation therapy systems can be used to provide treatment
to patients suffering a variety of conditions. Radiation therapy
can be used to perform selective cell destruction, useful in
controlling cancers. To perform radiation therapy, a quantity
of radiation can be directed into targeted tissue with the goal
of damaging the targeted tissue while limiting or minimizing
damage to non-targeted tissue.

Proton therapy is a form of radiation therapy that uses
protons to destroy targeted cells. Proton therapy can be an
efficacious way to selectively destroy targeted cells because
protons have unique dosimetric characteristics compared to
other radiation, such as electrons or photons. Protons deposit
most of their energy near the end of their path through a tissue,
compared to photons, for example, which deposit an expo-
nentially decreasing amount of energy as a function of pen-
etration depth. Thus, a proton therapy system can achieve
greater targeted treatment compared to photon-based therapy
(e.g., exposing targeted tissue to more radiation and/or
healthy tissue to less radiation) because an operator can con-
trol a depth of penetration and dose profile of protons by
selecting an initial energy of the protons. Proton therapy can
be delivered using several techniques, including passive scat-
tering, pencil beam scanning, and intensity-modulated proton
therapy.

SUMMARY

Example embodiments described herein have innovative
features, no single one of which is indispensable or solely
responsible for their desirable attributes. Without limiting the
scope of the claims, some of the advantageous features will
now be summarized.

In some implementations, method is provided for perform-
ing intensity-modulated ion therapy. The method includes
obtaining a representation of a patient, the representation
comprising information about structures within or on the
patient. The method includes identifying a volume of interest
in the representation of the patient. The method includes
dividing the volume of interest into a plurality of sub-volumes
and, for each of the plurality of sub-volumes, setting a dose
constraint. Dividing the volume of interest into a plurality of
sub-volumes can include dividing the volume of interest into
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a total number of voxels, identifying one or more features of
interest, ordering the voxels according to increasing distance
from a nearest feature of interest, and defining a sub-volume
as a group of a number of consecutive voxels from the ordered
voxels, wherein a ratio of the number of consecutive voxels to
the total number of voxels is approximately equal to a
selected fractional value for the sub-volume. The method
includes determining one or more ion treatment plans that
satisfy the dose constraints for each of the plurality of sub-
volumes. The method includes selecting an ion treatment plan
that satisfies treatment criteria from the one or more ion
treatment plans. The method includes delivering ions to the
patient based on the selected ion treatment plan. The ions can
be protons, carbon ions, or other ions.

BRIEF DESCRIPTION OF THE DRAWINGS

The following drawings and the associated descriptions are
provided to illustrate embodiments of the present disclosure
and do not limit the scope of the claims.

FIG. 1A schematically illustrates that in some implemen-
tations, a proton computed tomography (pCT) system can be
configured as an imaging system.

FIG. 1B schematically illustrates that in some implemen-
tations, a pCT system can be configured to facilitate treatment
of patients using a proton therapy system.

FIGS. 2A and 2B illustrate example dose profiles for pho-
ton and proton therapies, where protons can be configured to
provide a more selective dose delivery in a desired region
being targeted.

FIGS. 3A and 3B illustrate that wrong calculations of
protons’ Bragg peak locations relative to the desired target
can result in undesirable irradiation of regions outside of the
target.

FIG. 4 illustrates a flow chart of an example process that
can be implemented to perform proton therapy on a patient.

FIG. 5 illustrates an example proton treatment plan accord-
ing to some implementations.

FIG. 6 illustrates a definition of a forward problem accord-
ing to some implementations of a proton therapy system.

FIG. 7 illustrates an example of a discrete approach to
solving an inverse problem, wherein the inverse problem
includes calculating proton beam configurations that deliver
desired dose distributions.

FIG. 8 illustrates a flow chart of an example method of
solving an inverse problem using a feasibility approach with
dose constraints.

FIG. 9 illustrates an example of dividing an organ at risk
into sub-volumes based at least in part on fractional sub-
volumes wherein a closest target volume is identified.

FIG. 10 illustrates an example of dividing a target volume
into sub-volumes based at least in part on fractional sub-
volumes.

FIG. 11 illustrates examples of target sub-volumes accord-
ing to standards set by the International Commission of
Radiation Units (ICRU).

FIG. 12 illustrates examples of organ at risk sub-volumes
according to standards set by the ICRU.

FIG. 13 illustrates a flow chart of an example method for
determining an improved or optimized solution from a set of
feasible solutions of an inverse problem.

FIG. 14 illustrates a flow chart of an example method for
prescribing doses to volumes and sub-volumes in a patient or
object.

FIG. 15 illustrates an example proton treatment plan pre-
scribed to a patient according to some embodiments
described herein.
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FIG. 16 illustrates a flow chart of an example method for
assessing a proton treatment plan derived according to some
embodiments described herein.

FIG. 17 illustrates a dose volume histogram (DVH) used as
an assessment indicator for assessing a proton treatment plan.

These and other features will now be described with refer-
ence to the drawings summarized above. The drawings and
the associated descriptions are provided to illustrate embodi-
ments and not to limit the scope of any claim. Throughout the
drawings, reference numbers may be reused to indicate cor-
respondence between referenced elements. In addition,
where applicable, the first one or two digits of a reference
numeral for an element can frequently indicate the figure
number in which the element first appears.

DETAILED DESCRIPTION

Although certain embodiments and examples are disclosed
below, inventive subject matter extends beyond the specifi-
cally disclosed embodiments to other alternative embodi-
ments and/or uses and to modifications and equivalents
thereof. Thus, the scope of the claims appended hereto is not
limited by any of the particular embodiments described
below. For example, in any method or process disclosed
herein, the acts or operations of the method or process may be
performed in any suitable sequence and are not necessarily
limited to any particular disclosed sequence. Various opera-
tions may be described as multiple discrete operations in turn,
in a manner that may be helpful in understanding certain
embodiments; however, the order of description should notbe
construed to imply that these operations are order dependent.
Additionally, the structures, systems, and/or devices
described herein may be embodied as integrated components
or as separate components. For purposes of comparing vari-
ous embodiments, certain aspects and advantages of these
embodiments are described. Not necessarily all such aspects
or advantages are achieved by any particular embodiment.
Thus, for example, various embodiments may be carried out
in amanner that achieves or optimizes one advantage or group
of advantages as taught herein without necessarily achieving
other aspects or advantages as may also be taught or sug-
gested herein.

Described herein are methodologies and related systems
for performing intensity-modulated proton therapy. It will be
understood that although the description herein is in the con-
text of protons, one or more features of the present disclosure
can also be implemented in radiation therapy applications
using other ions as well, such as carbon ions. Some embodi-
ments of the methodologies and related systems disclosed
herein can be used with various delivery systems, including,
for example, intensity modulated spot scanning, distal gradi-
ent tracking, distal edge tracking, pencil beam scanning,
broad beam or passive scattering, or the like. Some embodi-
ments of the methodologies and related systems can be used
to treat a patient or to irradiate an object, and the treatment can
be delivered in vivo or in vitro.

Unless explicitly indicated otherwise, terms as used herein
will be understood to imply their customary and ordinary
meaning. For example, proton beam is a broad term and is to
be given its ordinary and customary meaning to a person of
ordinary skill in the art (e.g., it is not to be limited to a special
or customized meaning), and includes, without limitation, a
number of protons of variable energy aimed at a patient or
object from a given direction or from multiple directions. For
example, a system can deliver a proton beam to a patient by
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accelerating or receiving accelerated protons, mixing protons
of'various energies into a single beam, and directing the beam
of protons at a patient.

Proton beamlet is a broad term and is to be given its ordi-
nary and customary meaning to a person of ordinary skill in
the art, and includes, without limitation, a stream of protons
of a given initial energy and direction which can comprise
part of a proton beam. For example, a system can accelerate
protons to a particular energy using any suitable means, focus
the stream of protons into a narrow stream, and direct the
stream of protons either to a patient or to a system that can
combine multiple proton beamlets into a proton beam.

Proton treatment plan is a broad term and is to be given its
ordinary and customary meaning to a person of ordinary skill
in the art, and includes, without limitation, a two- or three-
dimensional dose distribution generated by one, two, or more
than two proton beams. Generally, a proton treatment plan
can be overlaid with a treatment planning CT study. For
example, a proton treatment plan can include doses to be
delivered to volumes of interest within a patient or object. As
another example, a proton treatment plan can include a con-
figuration of proton beams or beamlets adapted to deliver a
defined, desired, or planned dose distribution to a patient or
object.

Proton treatment planning system is a broad term and is to
be given its ordinary and customary meaning to a person of
ordinary skill in the art, and includes, without limitation, a
module, system, computer program, hardware components,
instructions on computer readable medium, or any combina-
tion of these configured to use a forward problem solver
module to calculate a dose distribution in a patient or object
given characteristics of a proton beam, tissue composition, or
both. For example, a proton treatment planning system can
include one or more processors, memory, and/or computer
readable medium configured to calculate doses delivered to
tissue in a patient based at least in part on proton beam
energies, directions, and aiming points of one or more proton
beams. As another example, a proton treatment planning sys-
tem can include a module adapted to calculate proton energy
deposition in tissue based at least in part on characteristics of
the tissue and properties of the proton beam delivering the
protons. As another example, a proton treatment system can
include a system or module configured to determine a proton
beam configuration suitable for delivering protons to volumes
ofinterest such that doses to the volumes of'interest fall within
prescribed dose constraints.

Overview of Proton Imaging and Therapy Systems

FIG. 1A shows that in some embodiments, an imaging
system 100 can be configured to perform proton computed
tomography (pCT) operations and yield data that can be rep-
resented as a CT image of one or more portions of an object
110. The imaging system 100 can include a proton beam
component 102 configured to deliver a beam of protons to the
object 110. Controlling of various parameters of the proton
beam, such as energy, direction and intensity can be achieved
in a number of known ways.

The imaging system 100 can further include a detector
component 104 configured to characterize protons that are
incident on the object 110 as well as those that have passed
through the object. In some implementations such a detector
component 104 can be configured to characterize single pro-
tons.

The imaging system 100 can further include a data acqui-
sition (DAQ) component 106 configured to read out signals
from the detector component 104 so as to facilitate CT analy-
sis. Amount of signal processing performed by the DAQ
component 106 can vary.
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In some implementations, signals from various detectors
can be converted to digital signals by one or more analog-
digital-converters (ADCs), and such digital signals can be
read out under the control of a control component 112. Vari-
ous control parameters such as event triggering, timing of
event signals and readout, and resetting of detectors can also
be controlled by the control component 112.

In some implementations, the imaging system 100 can
further include a processor 108 that is configured to receive
the digitized signals and perform analyses such as tracking of
protons upstream and downstream of the object 110, as well
as calculation of energies of downstream protons that passed
through the object 110. In some implementations, tomo-
graphic reconstruction processing can also be performed by
the processor 108. In other implementations, such tomo-
graphic reconstruction processing can be performed by a
separate processor.

In some implementations, the imaging system 100 can
further include a computer readable medium 114 configured
to store information and/or executable instructions that facili-
tate operation of one or more components of the system 100.
In some implementations, the computer readable medium
114 can include information and/or executable instructions
that facilitate performance of one or more reconstruction
processes. In some implementations, such information and/or
executable instructions can be stored in a non-transitory man-
ner.

In some implementations, one or more features of the
present disclosure can be incorporated into a radiation
therapy system 120 such as a proton or carbon beam therapy
system. The therapy system 120 can include a proton or
carbon beam component 122 configured to deliver a beam of
protons or carbon ions to a patient 130. Such a beam of
protons or carbon ions can be configured to yield a therapeutic
effect on the patient. In some implementations, the proton
beam component 122 can also be configured to yield proton
beams that can pass through the patient so as to allow tomo-
graphic analysis as described above in reference to FIG. 1A.
Examples of how such beams can be provided are described
herein in greater detail.

The therapy system 120 can further include a detector
component 124 configured to facilitate the treatment utiliza-
tion of the proton beam 122. Such a detector component 124
can include devices that are configured to characterize pro-
tons that are incident on the patient 130 with desired param-
eters such as energy, direction and intensity. Such devices can
be implemented in a number of known ways.

In some implementations, the detector component 124 can
further include devices that are configured to facilitate pCT
imaging functionalities such as those described in reference
to FIG. 1A. In some embodiments, at least some of the
therapy related detection devices can also be utilized for the
purpose of pCT imaging. For example, beam detectors
upstream of the patient can be utilized to characterize indi-
vidual protons incident on the patient during operation in an
imaging mode.

The therapy system 120 can further include data acquisi-
tion (DAQ) 126, control 132, processor 128 and computer
readable medium 134 components configured to facilitate
therapeutic and/or imaging modes of operation. The therapy
system 120 can use the control 132, processor, and computer
readable medium 134 to solve forward and inverse problems,
create treatment plans, determine dose distributions, deter-
mine suitable settings to achieve a dose distribution, analyze
representations of a patient to determine a treatment plan,
receive user input, and the like.
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The proton beam 122 of the therapy system 120 can be
provided through the use of proton accelerators, such as
cyclotrons, synchrotrons, linear accelerators, and the like.
The proton beam 122 can be provided from multiple angles
and at varying energies. The proton beam 122 can be a single
beam of protons or multiple beams delivered in parallel or
from multiple directions. In some embodiments, the therapy
system 120 includes various components to shape and/or
monitor the proton beam 122. For example, the therapy sys-
tem 120 can include ionization chambers, magnets, scatter-
ers, absorbers, range modulators, apertures, compensators,
collimators, and the like.

The therapy system 120 can deliver the proton beam 122 to
the patient through various means including broad beam or
passive scattering, beam scanning, and/or intensity modu-
lated proton therapy. Active or passive energy modulating
components can be used by the therapy system 120 to control
the depth of penetration of the proton beam 122. The therapy
system 120 can include components configured to control the
proton beam shape, direction, orientation, solid angle, flu-
ence, cross-sectional area, and the like. As an example, a
passive scattering therapy system can include one or more
scattering surfaces to broaden and/or shape the proton beam
122 to deliver a desired dose to a targeted volume. In a beam
scanning therapy system, the therapy system 120 can include
magnets used to scan or steer the proton beam 122 across a
target volume. In an IMPT system, the proton beam 122 can
be magnetically and/or mechanically scanned over a target
volume where the intensities of the beam spots on the target
volume are modulated to deliver a planned or desired dose. In
an IMPT system, the proton beam 122 can be delivered from
one or more angles and/or positions wherein the intensities of
the proton beam 122 at the various angles and/or positions is
modulated to deliver a planned or desired dose.

In some embodiments of a therapy system 120, multiple
proton beams 122 are delivered to a patient from multiple
directions and angles. In some implementations, an indi-
vidual proton beam comprises multiple proton beamlets
where a beamlet is a group of protons with generally the same
initial energy and direction. Proton beamlets can be formed
using any suitable technique, including through the use of
magnetic lenses.

The therapy system 120 can control, configure, or select
energy distributions of the proton beams 122. A single proton
beam 122 can comprise one or more proton beamlets. A
proton beamlet is a group of protons with generally the same
initial energy. To control, configure, or select the energy dis-
tribution of a proton beam 122, relative intensities of proton
beamlets can be chosen such that the desired energy distribu-
tion for the proton beam 122 is achieved. The proton beamlets
can be selected from a continuous energy range, or they can
have discrete energy values. The intensities and/or energies of
the proton beamlets can be actively or passively modulated by
the therapy system 120. The energy distribution of a proton
beam 122 can be configured to produce a SOBP such that
structures in the patient 130 receive desirable doses.

The therapy system 120 can be configured to deliver proton
beams from one or more angles and/or positions. In some
embodiments, the therapy system 120 can have proton beams
122 at fixed relative locations. For example, the proton beams
122 can be coplanar lying along a circle, ellipse, square,
rectangle, regular polygon, or other configuration, or the pro-
ton beams 122 can be non-coplanar. In some embodiments,
the proton beams 122 are distributed along the therapy system
120 in an irregular pattern. In some embodiments, the proton
beams 122 are steerable such that an orientation of the proton
beam 122 relative to the patient 130 can change before, dur-
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ing, or after operation. Changing orientations for the proton
beams 122 can include configuring an angle from which the
proton beam 122 will be directed to the patient 130. In some
embodiments, the therapy system 120 can dynamically
change the positions and/or orientations of the beams 122. In
some embodiments, the position of the patient 130 relative to
the therapy system 120 can be altered.

Appropriately delivered proton, carbon ion, or other ions
can provide a number of benefits in therapeutic applications
such as cancer treatments. For example, proton therapy pro-
vides a benefit due at least in part to a sharp energy loss at the
end of travel of a proton in a given material. Such a sharp
energy loss has a relatively sharp peak called a Bragg peak
and few of the particles having similar initial beam energy
penetrate beyond such a depth. Depth locations of Bragg
peaks can depend on the particle beam energy. Generally, a
deeper Bragg peak can be achieved by a higher energy par-
ticle beam. Protons used for therapy can have energies in a
range of about 70 MeV to 250 MeV and carbon ions up to 430
MeV/atomic mass unit.

FIG. 2A shows an example of a Bragg peak 144 of an
energy loss profile 142 as a function of depth as an energetic
proton travels in a given material (e.g., tissue). In comparison,
a relative dose profile 140 for an electromagnetic radiation
(e.g., X-ray or gamma ray) has a relatively sharp rise to a
maximum followed by a gradual decrease as a function of
depth. Accordingly, photon-based radiation does not provide
a similar end-range control provided by use of protons and
carbon ions.

FIG. 2B shows that a plurality of pristine Bragg peaks can
combine to yield a spread out Bragg peak (SOBP) 154 in a
cumulative dose profile 152. Such pristine Bragg peaks canbe
achieved by subjecting the same volume with proton beams
having different energies. The location of the resulting spread
out Bragg peak 154 can be selected to overlap with the depth
boundaries of a target region 150. If the beam energies are
properly selected, the spread out Bragg peak can fall off
sharply beyond the distal boundary of the target region.

Based on the foregoing, proper matching of depth bound-
aries of a target region with a spread out Bragg peak can be an
important particle therapy consideration. If the distal portion
of the spread out Bragg peak is too deep, such as in the
example in FIG. 3A, unnecessary and harmful radiation dose
(e.g., asubstantial portion of a Bragg peak 164) is provided to
a region beyond the distal boundary of the target region 160.
If the proximal portion of the spread out Bragg peak is too
shallow, such as in the example in FIG. 3B, unnecessary extra
radiation dose (e.g., a substantial portion of a Bragg peak 162)
is provided to aregion in front of the proximal boundary of the
target region 160. On the other hand, a proximal portion of the
spread out Bragg peak that is too deep, and/or a distal portion
of'the spread out Bragg peak that is too shallow, may result in
certain portions of the target region not being irradiated prop-
erly.

An operator or physician can characterize a medium in
which targeted and/or surrounding structures reside to reduce
the dose to non-targeted structures and/or increase the dose to
targeted structures. A factor to consider when planning a
treatment, then, is the uncertainty of proton penetration depth
in the medium. This uncertainty can arise in part from char-
acterizing the medium with a probe radiation different from
the therapy radiation that interacts differently with the
medium. For example, calculating proton range in a sample
using X-ray CT measurements can yield an uncertainty of
about 3.5% of a proton’s or carbon ion’s range. In different
portions of a human body, this uncertainty equates to different
distances, such as about 3-5 mm in brain and about 10-12 mm
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in pelvis. Additional uncertainties can be introduced due to
the presence of materials with unknown densities, as well as
streak artifacts in the X-ray CT images. Using pCT tech-
niques can reduce the range uncertainty to about 1% or less of
the proton’s range. Some examples of pCT techniques are
described in U.S. patent application Ser. No. 13/026,051,
entitled “SYSTEMS AND METHODOLOGIES FOR PRO-
TON COMPUTED TOMOGRAPHY,” filed Feb. 11, 2011,
which is hereby incorporated by reference in its entirety.
Overview of Proton Therapy Methodologies

FIG. 4 illustrates a flow chart of an example method 400
that can be implemented to perform proton therapy on a
patient. For ease of description, the process 400 is described
as performed by a proton therapy system. The proton therapy
system can be a system configured to deliver protons such as
the therapy system 120 described herein with reference to
FIG. 1B. The proton therapy system can be different from the
therapy system 120, including more, fewer, and/or different
components. The proton therapy system can include multiple
components, each of which can be configured to perform one
or more of the steps in the process 400. Each step of the
process 400 can be performed by a single component or
multiple components. In some embodiments, the proton
therapy system includes modules configured to perform one
or more steps in the process 400.

In block 405, the proton therapy system obtains a repre-
sentation of the patient that is to receive proton therapy. The
representation can be, for example, one or more digital or
analog images, a sequence of images, a video, a representa-
tion of densities of the patient as a function of position in the
patient, a representation of another biological property of the
patient as a function of position, or any combination of these.
In some embodiments, the representation is created using
functional imaging, such as X-ray CT, proton CT (pCT),
positron emission tomography (PET), magnetic resonance
imaging (MRI), and/or spectroscopic imaging. As described
more fully herein, it can be advantageous to use a represen-
tation derived from pCT to reduce possible uncertainties in
proton penetration ranges. In some embodiments, the proton
therapy system analyzes the obtained representation to create
a map or image of structures on and/or within the patient. For
example, the proton system can analyze the representation to
create a two- or three-dimensional plot of the relative densi-
ties of structures on and/or within the patient. In some
embodiments, the proton system creates one or more images
from the representation which can be presented to a user,
oncologist, dosimetrist, physicist, operator, physician,
patient, or the like.

In some embodiments, the representation can be used to
obtain information related to biological properties of targeted
structures and/or surrounding structures. Such biological
information can include, for example, composition, clonogen
density, tumor hypoxia, proliferation, and/or radiosensitivity.
In some implementations, non-uniform dose distributions
across a targeted volume can benefit from knowledge of bio-
logical information to improve or optimize a treatment plan.
Selective targeting of sub-volumes within a target can
increase the probability of destroying the targeted cells and/or
reduce complications to non-targeted tissues or organs at risk.
In some implementations, a substantially uniform dose is
desired across the targeted volume.

In block 410, one or more targets can be identified. The
target can be any volume that includes cells whose destruc-
tion is desired, and can include, for example, cancerous cells,
dysplastic cells, tumors, lesions, or other cells or tissue. In
some embodiments, the target is automatically identified by
the proton therapy system based at least in part on the
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obtained representation. The proton therapy system can be
configured to identify the target based at least in part on one or
more criteria such as, for example, location, density, size,
temperature, blood flow, oxygenation, shape, other biological
properties, other physical properties, or any combination of
these. In some embodiments, the proton therapy system
receives input from a user to identify the target. Identifying
the target can include, for example, indicating which struc-
ture, structures, or portion of a structure is the target volume;
mapping the target volume; localizing the target volume on or
within the patient; extracting biological information about the
target volume; or any combination of these.

In some embodiments, identifying the target includes
dividing the target volume into sub-volumes. Target sub-
volumes can be selected and/or delineated based at least in
part on, for example, physical properties, biological proper-
ties, practical concerns, geometrical considerations, or any
combination of these. The proton therapy system can identify
target sub-volumes based at least in part on the obtained
representation, biological information, and/or data received
from a user. In some embodiments, the proton therapy system
identifies the target sub-volumes according to standards set
by the International Commission of Radiation Units (ICRU).
For example, the Gross Target Volume (GTV) can be defined
as the gross palpable, visible, or clinically-demonstrable dis-
ease; the Clinical Target Volume (CTV) can include the GTV
plus any margin for sub-clinical malignant disease; the Inter-
nal Target Volume (ITV) can include the CTV plus an internal
margin for organ motion; and the Planning Target Volume
(PTV) can include the CTV or the ITV plus any setup margin
for uncertainties related to patient positioning and/or align-
ment of therapeutic beams. In some embodiments, other sub-
volume identification schemes are used. For example, a target
sub-volume can be defined based at least in part on proton
energy deposition characteristics, proximity to an organ at
risk, and/or tissue composition.

In block 415, the proton therapy system identifies one or
more organs at risk. An organ at risk can include any organ or
structure in the patient where cell or tissue destruction is less
desirable or would be harmful to the patient. The positions of
the identified organs at risk relative to the target volume can
be identified and mapped in two or three dimensions through
the use of functional imaging. Similar to the identification of
the target volume in block 410, the proton therapy system can
identify organs at risk automatically, semi-automatically,
and/or based at least in part on data received from a user.
Identifying organs at risk can include, for example, indicating
which structure, structures, or portions of a structure is an
organ at risk; mapping the organs at risk; localizing the organs
at risk within the patient; extracting biological information
about the organs at risk; or any combination of these.

In some embodiments, identifying organs at risk includes
dividing the organs at risk into sub-volumes. The sub-vol-
umes of organs at risk can be selected and/or delineated based
atleast in part on, for example, physical properties, biological
properties, practical concerns, geometrical considerations, or
any combination of these. The proton therapy system can
identify organ at risk sub-volumes based at least in part on the
obtained representation, biological information, and/or data
received from a user. In some embodiments, the proton
therapy system identifies the organ at risk sub-volumes
according to standards set by the ICRU. For example, the
Organ at Risk (OAR) can be defined as normal tissue or organ
whose radiation sensitivity can significantly influence treat-
ment planning and/or prescribed dose wherein the OAR
should be delineated in its entirety or within stated anatomical
or geometrical boundaries; the Planning OAR Volume (PRV)
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can include the OAR plus any margin for internal organ
motion and/or setup margin for uncertainties related to
patient positioning and alignment wherein the PRV should be
delineated even where it overlaps PTVs or other PRVs. In
some embodiments, other sub-volume identification schemes
are used. For example, an organ at risk sub-volume can be
defined based at least in part on proton energy deposition
characteristics, proximity to a target volume, and/or tissue
composition. In some implementations, any volume that is
not classified as either a target or an organ at risk can be
designated as a Remaining Volume at Risk (RVR).

In block 420, the proton therapy system sets dose con-
straints for volumes and/or sub-volumes of interest. The vol-
umes and sub-volumes of interest can include target volumes,
target sub-volumes, organ at risk volumes, organ at risk sub-
volumes, remaining volumes at risk, other volumes, other
sub-volumes, or any combination of these. An operator, user,
dosimetrist, physicist, oncologist, or physician can use dose
constraints to account for tissue tolerance, limit or control the
exposure of normal tissue to radiation, specity desired levels
of radiation for targeted tissue, and the like. To accomplish
one or more of these goals, the proton therapy system can set
dose constraints based at least in part on, for example, tissue
properties of organs at risk and/or targeted volumes, relative
positioning of volumes and sub-volumes, percentage of vol-
ume or sub-volume with diseased cells, patient movement,
volume of interest variation with time, range uncertainties in
proton penetration depth, or any combination of these.

In some embodiments, the proton therapy system selects
and sets the dose constraints. In some embodiments, the pro-
ton therapy system receives dose constraints from a user,
operator, physician, or the like. Dose constraints can be
selected based at least in part on a desired therapeutic result or
effect, radiosensitivity of the volumes and/or sub-volumes of
interest, input from a physician, operating characteristics of
the proton therapy system and associated proton beam, prox-
imity and positioning of surrounding structures, avoiding an
undesired effect, prescribed standards, nature of targeted
cells, properties of targeted cells, or any combination of these.
In some embodiments, the proton therapy system sets a maxi-
mum dose constraint, a minimum dose constraint, or both for
one or more volumes or sub-volumes of interest.

Inblock 425, the proton therapy system selects a number of
proton beams for use in delivering protons to the patient.
Proton therapy systems can provide one, two, or more than
two proton beams for the treatment of a patient. One or more
of the provided proton beams can be selected to perform
radiation therapy for a patient. The number of proton beams
selected can affect, for example, dose conformity, integral
dose, target coverage, or dose to organs at risk. In some
implementations, the number of proton beams can be selected
to achieve a desired therapeutic result, such as, for example,
increasing dose conformity and reducing the integral dose.
The number of beams can affect the speed at which the system
can create proton treatment plans. The computational speed
of'a proton treatment system can depend at least in part on the
number of selected proton beams as that number corresponds
to the number of permutations of different possibilities of
energy distributions, directions, and orientations of proton
beams. In some implementations, reducing the number of
proton beams may be desirable to reduce the time and/or
computing power to calculate feasible, desirable, or optimal
proton treatment plans. In some implementations, users select
a proton treatment plan from plans presented by the proton
therapy system. In such a scenario, it can be advantageous to
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select a number of proton beams such that fewer options are
presented to the user to avoid overwhelming the user due to
the number of possible plans.

In block 430, the proton therapy system creates a proton
treatment plan. The proton treatment plan can include a two-
or three-dimensional dose distribution that could be gener-
ated by the selected proton beams. The proton therapy system
can present the proton treatment plan to a user, operator,
dosimetrist, oncologist, physicist, physician, patient, techni-
cian, or the like through a display apparatus. In some imple-
mentations, the system presents the treatment plan overlaid
on the obtained representation. For example, the system can
display one or more images obtained from pCT and overlay
the dose distribution on the one or more images such that the
user can visually analyze the treatment plan. The system can
be configured to display, for example, projected doses to
volumes and sub-volumes of interest, indicators of the bound-
aries of volumes and/or sub-volumes of interest, labels iden-
tifying volumes and/or sub-volumes of interest, dose volume
histograms, treatment plan quality or conformity indicators,
or any combination of these.

The proton therapy system can include a forward problem
solver module to assist in creating proton treatment plans.
The forward problem solver module can be used to calculate
a dose distribution in a patient as a function of properties of a
proton beamlet. The dose distribution generated by the proton
beamlet depends at least in part on the composition of the
patient and the energy, orientation, and direction of the proton
beamlet. In some implementations, the forward problem
solver module incorporates characteristics of proton beamlets
that influence the calculated dose distribution. As described
more fully herein with reference to FIG. 6, the forward prob-
lem solver module can be used to calculate a dose distribution
based on multiple proton beamlets, thus generating a proton
treatment plan.

The proton therapy system can include an inverse problem
solver module to assist in creating proton treatment plans.
The inverse problem solver module can be used to calculate a
proton beam configuration that attempts to achieve a pre-
scribed dose distribution. Given a prescribed dose distribu-
tion, the inverse problem solver module can be configured to
generate possible proton beam configurations that satisty the
prescription. The proton beam configurations can include the
number of beams, the distribution of proton energies in the
beams, the orientation of the beams, the direction of the
beams, the duration of therapy, or any combination of these.
As described more fully herein with reference to FIGS. 7 and
8, the inverse problem solver module can be used to generate
feasible proton treatment plans. A feasible proton treatment
plan is a plan that satisfies the dose constraints set in block
420.

In some embodiments, the proton therapy system includes
an improvement module for improving or optimizing proton
treatment plans. As described more fully herein below, the
improvement module can attempt to improve or optimize
aspects of one or more proton treatment plans based at least in
part on weighted sums of doses, min-max dose functions,
Pareto optimality, or any combination of these. In some
embodiments, the proton therapy system accepts input from a
user to include in the improvement module. For example, the
user can choose weighting factors to enhance certain aspects
of'a treatment plan, such as dose-sparing for normal tissue or
increasing tumor control probability, or the weighting factors
can be chosen to emphasize a balance between improving the
tumor control probability and sparing normal tissue.

FIG. 5 illustrates an example proton treatment plan 500
according to some embodiments. The illustration is drawn to
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emphasize certain features of the proton treatment plan and is
therefore not to scale. The proton treatment plan 500 shows a
dose distribution 505 created by three proton beams 510a-c.
The three proton beams 510a-c have energy distributions
515a-c that create SOBPs 520a-c. The energy distributions
515a-c can be continuous or discrete, as shown. The SOBPs
520a-c from each proton beam 510a-c overlap to create the
dose distribution 505 having areas of relatively high dose 525,
areas of relatively little dose 530, and areas that receive no
dose 535. The area of high dose 525 can be configured to
coincide with a target volume (not shown), and the areas of
little dose 530 and no dose 535 can be configured to coincide
with tissue with sub-clinical disease, normal tissue, organs at
risk, or other tissue (not shown).

In block 435, the proton therapy system delivers protons
according to a selected proton treatment plan. In some imple-
mentations, the proton therapy system automatically selects
the proton treatment plan according to desired, defined,
default, or selected criteria. For example, the system can
automatically select the proton treatment plan that delivers
the maximum dose to the target volume while the maximum
dose to any organ at risk is below a defined threshold. As
another example, the system can automatically select the
proton treatment plan that delivers a dose to one or more
organs at risk that is below a threshold dose while the mini-
mum dose to the target volume exceeds a defined threshold. In
some implementations, the proton therapy system selects a
proton treatment plan based at least in part on input from a
user. For example, the proton therapy system can present to a
user treatment plans from which the user can make a selec-
tion.

Forward Problem Solver

As described herein, a forward problem solver can be used
to calculate dose distributions based at least in part on proton
beamlet characteristics. The forward problem solver can be a
module in the proton therapy system or in another system.
The forward problem solver can be implemented using one or
more processors, memory, and computer readable medium.
The forward problem solver can be configured to produce a
solution to a forward problem in near real-time.

In proton therapy, a forward problem can comprise calcu-
lating an output dose based at least in part on an input proton
beamlet. The problem can be set forth as follows: given a
radiation intensity function of proton beamlets, find the dose
function for a cross-section within an object. Referring to
FIG. 6, a proton beamlet can be represented by a real-valued
functionp,(r,. ¢,, 6,), wherer,, 6, is the location of the Bragg
peak onthe beam axis, ¢, is the angle of the beam axis with the
0-degree axis of the coordinate system, and p,, is the intensity
of'the beam. A dose in the central beam axis plane, defined on
a known object cross-section 2, can be represented by the
real-valued, non-zero function D(r, 0), represented in polar
coordinates. Thus, the forward problem comprises finding
D(x, 0) for all (r, 8) within the cross-section £2, or D(r, 6)=A
[p,(t,, b,, 6,)](r, 6) where A is the dose operator that relates
the dose function to the radiation intensity function. The dose
operator generally is not represented by a closed-form ana-
Iytic relation between the intensity function and the dose
function. In some embodiments, a forward problem solver
can be configured to calculate the dose function, D, from the
intensity function, p.

In some embodiments, the forward problem solver incor-
porates characteristics of proton beamlets to calculate the
dose function, D. For example, the forward problem solver
can include the absorbed distribution of protons in water in
the calculations. The forward problem can include the cylin-
drical symmetry of the dose distribution around the central
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beam axis, as another example. Furthermore, the forward
problem solver can include the shape of the central beam axis
dose distribution, the Bragg peak curve as described herein
with reference to FIG. 2A. As another example, the forward
problem solver can model the lateral dose profile as a Gaus-
sian function with a depth-dependent width, and can include
non-Gaussian tails. As another example, the forward problem
solver can scale the beamlet dose profiles linearly with the
beam intensity or proton fluence. In some embodiments, the
forward problem solver scales the profiles of the proton
beamlets for non-uniform tissues that may be different from
water. For example, the forward problem solver can scale the
profiles according to the relative stopping power and/or rela-
tive scattering power of the tissue. By combining the doses
from proton beamlets to be used in a proton treatment plan,
the forward problem solver can calculate the dose distribution
of'a complete proton treatment plan.

Inverse Problem Solver

As described herein, an inverse problem solver can be used
to calculate a proton beam configuration that delivers a pre-
scribed doseto an object. The inverse problem to be solved for
aproton therapy system can be more complex than the inverse
problem in other radiation therapy systems because there are
a greater number of degrees of freedom due to the capability
of'a proton system to configure the depth of the Bragg peak of
a proton beamlet by selecting a particular energy. Thus,
approaches to solving the inverse problem for proton therapy
systems can involve comparatively more computational
resources, optimization routines, or solution strategies. As a
result, solutions to the inverse problem for proton therapy
systems can provide relatively higher dose conformity and
tumor control probability and lower integral dose and normal
tissue complication probability compared to other radiation
therapy systems.

The inverse problem solver can be a module in the proton
therapy system or in another system. The inverse problem
solver can be implemented using one or more processors,
memory, and computer readable medium. In some implemen-
tations, the inverse problem solver can be configured to pro-
duce a solution to an inverse problem in near real-time.

In proton treatment planning systems, the inverse problem
comprises calculating feasible proton beam configurations
that result in dose distributions that satisfy dose constraints. If
D(r, 0) represents a prescribed dose function in a known
cross-section €2 of an object, then the inverse problem com-
prises finding a radiation intensity function p,(r,,, ¢,,, 8,) such
that p,(r,, ¢,,, 6,)=A~"[D(r, 6)] where A™" is the inverse dose
operator that relates the radiation intensity function to the
dose function.

The inverse problem solver can be implemented using a
discrete model. Referring to FIG. 7, the discrete model
includes dividing an object cross-section into a discrete grid
of'dose calculation points. In some embodiments, the discrete
grid points represent voxels in the object. From the grid, a
number of dose calculation points are chosen for which a dose
will be calculated. For example, the inverse problem solver
can select J points represented by the polar-coordinate pairs
(t;, 8,), where j goes from 1 to I. In addition, the discrete
model can include defining a discrete grid of beam aiming
points within the target and a discrete grid of beam directions,
from which the inverse problem solver selects a number of
beamlets. For example, the inverse problem solver can select
I beamlets represented by the triplets (r,, ¢,, 0,) where i goes
from 1 to 1. In some implementations, the discrete grid of
beam directions is equally spaced. In some implementations,
the grid of dose calculation points differs from the gird of
beam aiming points.
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The discrete inverse problem can be set forth by defining a,;
to be the dose delivered by the i-th beamlet of unit intensity
(or proton fluence) to the j-th dose grid point or voxel. In
addition, x, can be defined as the actual intensity of the i-th
beamlet, or the solution the inverse problem solver is seeking.
Furthermore, b; can be defined as the prescribed dose to the
j-th dose grid point. As such, the discretized inverse problem
becomes finding a proton beamlet vector x* that solves the
linear problem:

ATx=b, where x*=0

M

where the matrix A” comprises doses of the I unit intensity
beamlets to the J object grid points. In some implementations,
the inverse problem solver can use a continuous model to
solve the inverse problem. For example, the discrete vectors x
and b can be represented as two- or three-dimensional func-
tions of proton beam intensities, x(r), and prescribed doses,
b(r), and the matrix A” can be represented as an operator A
that operates on the function x(r) to transform the beam inten-
sities function, x(r), into the prescribed dose function b(r).

In some embodiments, the inverse problem solver can use
a forward problem solver to calculate the elements of the
matrix A. For example, the forward problem solver can cal-
culate a dose to a specified grid point or voxel within the
object cross-section based at least in part on a proton beamlet
having unit intensity and having a triplet (r;, ¢,, 6,) represent-
ing the location of the Bragg peak in polar coordinates and the
beam direction, as described more fully herein above. Thus,
the inverse problem solver can construct the matrix A for
permutations of dose grid points and beamlets using the for-
ward problem solver.

The grid for the beam aiming points can be the same size as,
finer than, or coarser than the grid of dose calculation points.
In some embodiments, the size of the grid of beam aiming
points is related to the size of the proton beamlets. For
example, the size of the grid of beam aiming points can be
related to the lateral penumbra of a proton beamlet, where the
lateral penumbra can be defined as the lateral extent of a dose
from a central beam axis.

In some embodiments, the inverse problem solver can
selecta limited quantity of fixed beam directions to reduce the
complexity of the problem. For example, the inverse problem
solver can select at least 1 beam direction and/or less than or
equal to 50 beam directions, at least 2 beam directions and/or
less than or equal to 25 beam directions, at least 3 beam
directions and/or less than or equal to 10 beam directions, or
at least 4 beam directions and/or less than or equal to 8 beam
directions. For each beam direction, the proton therapy sys-
tem can direct the beam to the beam aiming point by magnetic
scanning, mechanical scanning, moving the patient relative to
the beam spot, or using other suitable techniques or combi-
nation of techniques.

Method of Solving an Inverse Problem

FIG. 8 illustrates a flow chart of an example method 800 of
solving an inverse problem using a feasibility approach. The
feasibility approach alters equation (1) above to be a pair of
inequalities representing upper and lower dose bounds. The
equation (1) thus becomes:

D=A"x*<D where x*20

@
where D is a vector representing lower dose bounds and D is
a vector representing upper dose bounds. Any solution to the
above inequalities is deemed a feasible solution by the inverse
problem solver. The upper and lower dose bounds can be
prescribed by the proton therapy system and/or selected by a
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user. As such, any resulting treatment plan based on a feasible
solution could be implemented by the user as it conforms to
the prescribed dose constraints.

In block 805, the inverse problem solver defines a grid of
dose calculation points within the object volume. In some
embodiments, the grid points are voxels within the object
volume. As described above with reference to FIG. 7, the grid
of dose calculation points represents discrete points in an
object cross-section for which a dose calculation will be
made. Additionally, the inverse problem solver can define
beam aiming grid points in the object cross-section. The beam
aiming grid points can coincide with the dose calculation grid
points or they can be finer or coarser.

In block 810, the inverse problem solver sets dose con-
straints. In some embodiments, the dose constraints are set
automatically by the inverse problem solver based at least in
part on biological, physical, geometrical, and/or physiologi-
cal information. In some embodiments, the dose constraints
are set according to input received from a user. For each dose
grid point or voxel defined in block 805, a dose constraint can
be set by the inverse problem solver. In some embodiments,
an upper dose constraint, lower dose constraint, or both is set
for each dose grid point. In some embodiments, the dose
constraints are grouped according to volumes and/or sub-
volumes of interest. For example, the inverse problem solver
can set dose constraints uniformly for dose grid points that
fall within the same target sub-volume, target volume, organ
at risk sub-volume, organ at risk volume, remaining volume,
or other volume.

In block 815, the inverse problem solver selects a number
of'beam directions. The inverse problem solver can select the
beam directions based at least in part on a configuration of
proton beams of a therapy system, patient positioning, effi-
ciency considerations, practical considerations, computa-
tional considerations, or any combination of these. In some
embodiments, the inverse problem solver selects the beam
directions based at least in part on input received from a user.
The selection of beam directions can reduce the complexity of
the inverse problem. Reducing the complexity can result in
faster computational times and fewer possible treatment
plans for a user or physician to review.

In block 820, the inverse problem solver finds a proton
beamlet intensity vector x that satisfies the dose constraints.
For example, where there are J dose grid points and I proton
beamlets, the problem can be expressed as:

D=3, =D, j=12,...Jand Osx;<x,,,,, i=1,

2.1 3)

where the subscript j refers to a dose grid point or voxel and
the subscript i refers to a proton beamlet.

In some embodiments, the inverse problem solver can be
configured to find a proton beamlet intensity vector x* that
satisfies groups of constraints. If G is defined as the set of all
dose grid points or voxels, subsets of G can be defined such
that the inverse problem solver assigns dose constraints for
each subset. For example, B, can be a subset of G representing
L organs at risk, where 1=1, 2, . . . L. Dose constraints can be
assigned to each organ at risk, or B, and can be represented by
upper dose constraint b, and lower dose constraint b,. In some
embodiments, b, is greater than or equal to zero and b, is zero.
As another example, T, can be a subset of G representing Q
target volumes, where q=1, 2, . . . Q. Dose constraints can be
assigned to each target volume, or T, and can be represented
by upper dose constraint t, and lower dose constraint t,. In
some embodiments, both T, and t are greater than zero. As
another example, C can be a subset of G representing a
remaining volume at risk, e.g., dose grid points that are nei-
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ther part of B, nor T . Dose constraints can be assigned to the
remaining volume at risk, or C, and can be represented by
upper dose constraint ¢ and lower dose constraint ¢. In some
embodiments, ¢ is greater than or equal to zero and c is zero.
The inverse problem solver can be configured to solve an
inverse problem similar to equation (3) with an inequality
incorporating the corresponding constraints for each defined
subset.

In some embodiments, one or more of the organs at risk in
the subset B, can be divided into sub-volumes. Dividing
organs at risk into sub-volumes can enable more efficacious
proton treatment plans by reducing the integral dose to nor-
mal tissue and providing greater control over dose distribu-
tions in proton therapy. Organ at risk sub-volumes can be
defined, for example, according to biological parameters,
physiological parameters, geometrical considerations, rela-
tive positioning of structures, practical considerations, or any
combination of these.

In some embodiments, an organ at risk is divided into
sub-volumes comprising non-overlapping, relative fractional
volumes, the sub-volumes being defined based at least in part
on distance relative to a feature of interest, such as a target
volume. Referring to FIG. 9, an example procedure to divide
an organ at risk B, into sub-volumes can include identifying a
target volume T, that is the closest target volume to the organ
at risk. A number S, of non-overlapping, fractional sub-vol-
umes f,, where s=1, 2, . .. S, can be defined for the organ at
risk such that each fractional volume f| | is less than one and
the sum of all fractional volumes is equal to one. The sub-
volumes can be defined by ordering discrete grid points or
voxels within the organ at risk B, according to their distance
from the target volume T,. Subsets can be created using the
ordered points such that the first subset contains a number of
grid points approximately corresponding to the fraction f, , of
the total number of dose grid points within the organ at risk,
the second subset contains the fraction f, , and so on. In some
embodiments, the organ at risk B, is divided into sub-volumes
based at least in part on proximity to a convex hull of any
feature of interest, such as target volume T, not solely based
on proximity to the closest target volume. In some embodi-
ments, subsets of the organ at risk B, are created based at least
in part on other criteria, such as, density of tissue, proximity
to other organs at risk, patient positioning, beam configura-
tion, uncertainties in proton ranges, uncertainties in position-
ing of structures, organ movement, or any combination of
these.

In some embodiments, one or more target volumes in the
subset T, can be similarly divided into sub-volumes compris-
ing non-overlapping, relative fractional volumes. The divi-
sion of target volumes into sub-volumes can lead to greater
dose conformity, less integral dose, greater tumor control
probability, or lower normal tissue complication probability.
Target sub-volumes can be defined, for example, at least in
part according to biological parameters, physiological
parameters, geometrical considerations, relative positioning
of structures, practical considerations, or any combination of
these.

For example, a target volume T, can be divided into non-
overlapping, relative fractional volumes based at least in part
on distance to the boundary of the target volume. Referring to
FIG. 10, an example procedure to divide a target volume T,
into sub-volumes can include identifying an exterior bound-
ary of the target volume. Prescribed relative fractions f; can
be defined that divide the target volume T, into S, non-over-
lapping sub-volumes, where the fractions f, are all less than
one and sum to one. The sub-volumes can be defined by
ordering discrete grid points within the target volume T,
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according to the shortest distance to the outer boundary of the
target volume. Subsets can be created from the ordered points
such that the ratio of the number of grid points in the first
subset to the total number of grid points within the target
volume is approximately equal to the first prescribed relative
fraction, f,,. A similar procedure can be repeated for each
target sub-volume. In some embodiments, subsets of the tar-
get volume T, are created based at least in part on other
criteria, such as, density of tissue, proximity to organs at risk,
patient positioning, beam configuration, uncertainties in pro-
ton ranges, uncertainties in positioning of structures, organ
movement, or any combination of these.

As an example, a target volume T, can be divided into two
sub-volumes. The first sub-volume can include approxi-
mately 5% ofthe total number of grid points or voxels, and the
second can contain approximately 95%. The first sub-volume
can be referred to as a peripheral fractional volume and can
include approximately 5% of the grid points closest to the
convex hull of the target volume T,. The second sub-volume
can be referred to as a central fractional volume and can
include the remaining dose grid points.

A generalized representation of the discrete inverse prob-
lem incorporating target and organ at risk sub-volumes can be
expressed as follows:

bu=Z | agxshy, foralljin By, 1=1,2,... Land

s=12,...5 (4a)
1<%, st foralljinT,, g=1,2,. .. Qand

s=1,2,....5, (4b)
csZ | agx=c, foralljin C (4c)
0=X,<X,,00 forall i=1,2, ... 1 (4d)

where the various underlined and overlined vectors respec-
tively represent lower and upper dose bounds for the corre-
sponding volumes and sub-volumes.

FIG. 11 illustrates examples of target sub-volumes accord-
ing to standards set by the International Commission of
Radiation Units (ICRU). As described herein, the ICRU has
identified and labeled various target volumes based at least in
part on clinical considerations, therapeutic goals, and stan-
dardized geometrical concepts. The Gross Target Volume
(GTV) can include the gross palpable, visible, or demon-
strable extent and location of a malignant growth. For
example, the GTV can include a primary tumor, metastatic
lymphadenopathy, other metastasis, and/or parts of malignant
growth where the tumor density exceeds a threshold. In some
embodiments, the GTV is determined at least in part using
clinical examination and/or imaging techniques. The Clinical
Target Volume (CTV) can comprise a tissue volume that
includes a GTV and/or sub-clinical microscopic malignant
disease which is targeted for elimination. In some embodi-
ments, it is desirable to adequately treat the CTV to achieve
removal or palliation of a disease. The Internal Target Volume
(ITV) can comprise a volume including a CTV plus an inter-
nal margin (IM) configured to compensate for expected
physiological movement and variation in size, shape, and
position of the CTV during therapy. In some embodiments,
the delineation of the ITV is optional. The Planning Target
Volume (PTV) can be a geometrical concept that is config-
ured to include a setup margin (SM) around the CTV to
account for beam sizes, beam arrangements, geometrical
variations, variations in patient positioning, mechanical
uncertainties of the equipment, dosimetric uncertainties,
transfer set-up errors, human uncertainties, and uncertainties
in proton ranges and/or volume location. In some embodi-
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ments, the PTV is configured to increase or maximize a
probability that a prescribed dose is absorbed by the CTV.

FIG. 12 illustrates examples of organ at risk sub-volumes
according to standards set by the ICRU. An Organ at Risk
(OAR) can comprise normal tissue whose radiation sensitiv-
ity may significantly influence treatment planning and/or pre-
scribed dose. A Planning Organ at Risk Volume (PRV) can
comprise a volume including the OAR plus volume to
account for OAR movement, OAR shape, OAR size, setup
margins (SM), and/or internal margins (IM). In some embodi-
ments, the PTV and the PRV overlap.

Uncertainties contribute to the size of the PTV and PRV
sub-volumes. For example, volumes of interest can vary with
time, including intrafractional variations due in part to inter-
nal or external motion and interfractional variations due in
part to different patient positioning, different equipment posi-
tioning, tumor regression, and/or patient weight loss. In some
embodiments, uncertainties can be reduced through motion
management techniques and/or frequent imaging and adap-
tation to updated information about the volumes of interest.
As another example, proton range uncertainties can contrib-
ute to the size of PTV and PRV sub-volumes. Uncertainties in
proton range can arise in part due to systematic stopping
power conversion uncertainties, intra- and interfractional
motion, relative scattering power uncertainties, or any com-
bination of these. These uncertainties can be specific to a
particular proton beam and therefore can be characterized for
each beam.

Additionally, other dose volumes can be delineated accord-
ing to ICRU standards. For example, the Treated Volume
(TV) can comprise a volume enclosed by an isodose surface
selected by a radiation oncologist, operator, user, physician,
dosimetrist, physicist, or technician as appropriate to achieve
at least one purpose of treatment. The TV may coincide with
the PTV, it may be larger than the PTV, or it may be smaller.
As another example, the Irradiated Volume (IV) can comprise
a volume that receives a dose that is significant in relation to
normal tissue tolerance. A Conformity Index (CI) can com-
prise the ratio of the TV to the PTV. In some embodiments, the
Cl canbe used as a cost function in optimization processes, as
described more fully herein.

Returning to block 825 in FIG. 8, the inverse problem
solver improves or optimizes the solution found in block 820.
Any solution found in block 820 can be defined as a feasible
solution because it satisfies the prescribed dose constraints. In
some embodiments, there are multiple feasible solutions to
equation (3) and/or equations (4a)-(4d). Among the one or
more feasible solutions, it can be advantageous to find a
solution that enhances one or more aspects or goals of a
therapeutic treatment. In some embodiments, the inverse
problem solver can attempt to find an improved or optimized
solution among the feasible solutions. An improved or opti-
mized solution can be defined as a solution that enhances or
optimizes one or more desirable features, such as, for
example, increasing or maximizing the tumor control prob-
ability, reducing or minimizing the normal tissue complica-
tion probability, increasing or maximizing dose conformity,
reducing or minimizing integral dose, increasing or maximiz-
ing dose to a target volume, reducing or minimizing dose to an
organ at risk, or any combination of these. As described more
fully herein, the inverse problem solver can use techniques to
improve or optimize solutions that include reducing or mini-
mizing cost functions, reducing or minimizing functions of
linear weighted sums, using Pareto optimality to choose
weighting factors, defining min-max dose functions, or any
combination of these.
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Methods to Improve or Optimize Feasible Solutions

A proton therapy system, such as the therapy system 120
described herein with reference to FIG. 1B, can be configured
to improve or optimize feasible solutions to an inverse prob-
lem in creating a treatment plan. The feasible solutions rep-
resent beamlet intensity vectors satisfying dose constraints
imposed by the system, operator, technician, physician,
dosimetrist, oncologist, physicist, user, or any combination of
these. The improved or optimized solution can be used in
formulating a proton treatment plan. In some embodiments,
the proton therapy system includes one or more modules
configured to improve or optimize feasible solutions. The
feasible solutions can be obtained through a forward problem
solver module, an inverse problem solver module, a proton
treatment planning system, an IMPT planning system, or any
combination of these. The modules or systems that provide
feasible solutions can be part of the proton therapy system or
separate from it. In some embodiments, an inverse problem
solver produces and reports feasible solutions obtained
according to the process 800 described herein.

FIG. 13 illustrates a flow chart of an example method 1300
for determining an improved or optimized solution from a set
of feasible solutions of an inverse problem. In block 1305, the
therapy system obtains a set of feasible solutions. The fea-
sible solutions can be solutions to an inverse problem with
prescribed dose constraints as found in equations (3) and
(4a)-(4d). The feasible solutions can represent proposed
beamlet intensity vectors that would result in a dose delivered
to a patient or object that would satisfy prescribed dose con-
straints. In general, any of the feasible solutions could be
implemented without violating the dose constraints. In some
embodiments, it can be desirable to find a solution that
enhances, improves, reduces, increases, maximizes, mini-
mizes, or optimizes certain therapeutic goals. Thus, the pro-
ton therapy system can be configured to find an improved or
optimized solution among the obtained feasible solutions that
accomplishes the above desire.

In block 1310, the therapy system sets an objective func-
tion with weighting factors for use in the improvement or
optimization method. The objective function can be defined
to operate over the space of intensity vectors or the space of
dose vectors. For example, the problem to be solved can take
one of the following forms:

min flx)s.t. D=A'x<D,, j=1,2, ... Jand

0=X8%,,, i=1,2, ... T Q)

min g(4'x)s.t. Ds4’x<D,, j=1,2, ... Jand
0=x2X,, 0 1=1,2, ... T

Q)

where f(x) and g(A” x) are objective functions. In some
implementations, the objective function is automatically
selected by the proton therapy system. In some implementa-
tions, the objective function is set by the therapy system using
input from a user. The objective function can be a biological
or physical cost function that is to be reduced or minimized,
or a biological or physical utility function that is to be
increased or maximized. For example, the conformity index,
defined as the ratio of the TV to the PTV, can be used as a cost
function in the procedure.

Insome implementations of the method 1300, the objective
cost function is a linear weighted sum. For example, the
objective function can be defined as operating over the space
of dose vectors:

g(ATx):EjeBUCVVj(Aj)T _EiETVVj(Aj)Tx @)
where w; are relative weights of importance that can be

grouped according to organs at risk, B, remaining volume at
risk, C, and target volumes, T. Using equation (7) as the
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objective function in equation (6) can result in a reduction or
minimization of the weighted sum of normal tissue doses (the
first term in equation (7)) and the negative sum of tumor doses
(the second term in equation (7)).

In some implementations of the method 1300, the objective
cost function is a sum of min-max dose functions. For
example, the objective function can be defined as operating
over the space of dose vectors:

®)

where w; are relative weights of importance that can be
grouped according to organs at risk, B, remaining volume at
risk, C, and target volumes, T. Using equation (8) as the
objective function in equation (6) can result selecting among
the feasible solutions the solution that increases or maximizes
a lowest target dose and decreases or minimizes a highest
normal tissue dose.

In block 1315, the therapy system sets the weights used in
the objective functions. In some implementations, the
weights can be selected automatically by the therapy system.
In some implementations, the proton therapy system sets the
weights based at least in part on input from a user. In some
embodiments, the objective function can take the general
form:

g Tx):mansBUC{ Wj(Aj) Tx}_minisT{Wj(Aj) Tx}

©
where the weights w, . and w; are applied to normal tissue
and target volumes, respectively. The objective function in
equation (9) allows the system to present simplified options
for improving or optimizing feasible solutions. For example,
the therapy system can select a combination of weights that
enhances certain therapeutic aspects, such as favoring the
importance of normal tissue sparing, the importance of maxi-
mum tumor control, or giving equal importance to both. In
some embodiments, this is accomplished through the use of
weights that are Pareto optimal or efficient. A solution, x*, is
Pareto optimal or efficient for an objective function of the
form in equation (9) if there is no other feasible solution, x,
such that g, (A%, wo)=g (ATx*, wy), where s=1, 2 with a
strict inequality for at least one s. The Pareto optimal solution
thus represents a situation where a reduction in the value of
either partial objective function increases the value of the
other one.

In block 1320, the therapy system finds the improved or
optimal solution among the feasible solutions by finding a
minimum or maximum of the objective function. Finding the
minimum or maximum of the objective function can include
using an iterative, analytic, mathematical, numerical, or simi-
lar approach to find a local or global minimum or maximum
of the objective function. In some embodiments, finding the
minimum or maximum includes finding a solution that
decreases or increases the objective function below or above
a threshold.

Dose Prescription

FIG. 14 illustrates a flow chart of an example method 1400
for prescribing doses to volumes and sub-volumes in a patient
or object. Prescribing dose constraints to the various volumes
and sub-volumes of interest can be complicated due to over-
lapping volumes and sub-volumes. In some implementations,
the proton therapy system or a physician, dosimetrist, oncolo-
gist, physicist, user, operator, technician or the like can set
dose constraints and choose a proton treatment plan based at
least in part on several criteria, including tumor control prob-
ability, dose conformity, uniformity of a dose to a target
volume, dose delivery to targeted sub-volumes, normal tissue
complication probability, integral dose, treatment duration,
proton beam characteristics, or any combination of these.

g x)=gpuc(d % wpL+g (A % wr)
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In block 1405, the proton therapy system obtains a repre-
sentation of the object or patient which includes information
about the volumes and sub-volumes of interest. As described
more fully herein with reference to FIGS. 4 and 8, the proton
therapy system can use the representation to, for example,
identify volumes of interest, divide volumes of interest into
sub-volumes, assess a proposed treatment plan, reduce uncer-
tainties, or any combination of these. The proton therapy
system can obtain the representation through the use of func-
tional imaging, including pCT.

In block 1410, the proton therapy system identifies one or
more volumes of interest. The proton therapy system can be
configured to analyze the representation obtained in block
1405 to identify target volumes, organs at risk, normal tissue,
remaining volume at risk, other structures, and the like. In
some implementations, the proton therapy system is config-
ured to accept input from a user to identify the volumes of
interest. For example, the proton therapy system can present
the obtained representation to a user, physician, oncologist,
technician, operator, and the like. The user can delineate,
identify, and/or label the volumes of interest based at least in
part on the obtained representation.

In block 1415, the proton therapy system divides the vol-
umes of interest into sub-volumes. As described herein with
reference to FIG. 8, sub-volumes can be defined according to
geometrical considerations, biological considerations, physi-
ological factors, equipment characteristics, interfractional
variations, intrafractional variations, proton range uncertain-
ties, or any combination of these. In some implementations,
the proton therapy system divides a target volume into sub-
volumes based at least in part on selected fractional volume
values. For example, as described more fully herein, the target
sub-volumes can be delineated and identified by creating
fractional volumes within the target volume corresponding to
proximity to a convex hull of the target volume. In some
implementations, the proton therapy system divides the target
volume into sub-volumes based at least in part on the ICRU
standards described herein with reference to FIG. 11. In some
implementations, the proton therapy system divides an organ
at risk into sub-volumes based at least in part on selected
fractional volume values. For example, as described more
fully herein above, the organ at risk sub-volumes can be
delineated and identified by creating fractional volumes
within the organ at risk based at least in part on a proximity to
one or more target volumes. In some implementations, the
proton therapy system divides the organs at risk into sub-
volumes based at least in part on the ICRU standards
described herein with reference to FIG. 12. In some imple-
mentations, the proton therapy system divides a target volume
ororgan at risk into sub-volumes based at least in part oninput
from a user.

In block 1420, the proton therapy system sets dose con-
straints for the sub-volumes delineated and identified in block
1415. The system can set dose constraints based at least in
part on historical radiation treatment information, sensitivity
of tissue to radiation, proximity to target volumes and/or
organs at risk, or any combination of these. The system can set
the dose constraints automatically or it can set the dose con-
straints based at least in part on input from an oncologist,
dosimetrist, physicist, physician, operator, user, or the like.

Inblock 1425, the proton therapy system finds one or more
feasible solutions to an inverse problem, as described more
fully herein with reference to FIG. 8. The proton therapy
system can utilize an inverse problem solver module to create
a set of feasible solutions such that the module identifies
proton beamlet configurations that would deliver doses to the
volumes of interest that fall within the dose constraints. If the
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module does not identify any proton beamlet configuration
that would satisty the dose constraints, the module can inform
the proton therapy system. The proton therapy system can
then return to any previous point in the process 1400 to alter
or remove volumes of interest, to alter or remove sub-vol-
umes, to alter or remove dose constraints, or any combination
of these.

Inblock 1430, the proton therapy system finds an improved
or optimal solution from the set of feasible solutions found in
block 1425. As described more fully herein with reference to
FIG. 13, the proton therapy system can be configured to find
an improved or optimal solution that enhances one or more
desirable qualities as selected by the proton therapy system
and/or a physician, oncologist, user, technician or operator. In
some implementations, the proton therapy system finds the
improved or optimal solution by reducing or minimizing an
objective function, such as a biological or physical cost func-
tion. For example, the objective function can be a linear
weighted sum similar to equation (7), which can result in a
minimization of the weighted sum of normal tissue doses and
the negative sum of tumor doses. As another example, the
objective function can be a weighted sum of min-max doses
similar to equation (8), which can result in selecting among
the feasible solutions a solution with a maximum of the low-
est target dose and a minimum of the highest normal tissue
dose. In some implementations, the proton therapy system
finds the improved or optimal solution by selecting weights in
the objective function that reflect the relative importance of
aspects of proton therapy. For example, the proton therapy
system can assign a weight factor for targeted volumes and a
weight factor for organs at risk and a remaining volume at
risk. The weight factors can be varied such that a Pareto
optimal solution is found that enhances normal tissue sparing,
tumor control, or a balance of both normal tissue sparing and
tumor control. In some implementations, the proton therapy
system can utilize other procedures to enhance desired proton
therapy results.

In block 1435, the proton therapy system prescribes dose
levels according to the improved or optimal solution found in
block 1430. The proton therapy system can assign dose levels
to the identified sub-volumes based at least in part on the
solution identified above. The assigned doses can be used to
configure the proton therapy system to produce a specified
proton beam configuration for delivery of proton therapy.

FIG. 15 illustrates an example proton treatment plan 1500
prescribed to a patient according to some implementations
described herein. The proton treatment plan provides for pre-
scribed doses to several volumes of interest identified accord-
ing to ICRU standards. A majority of a GTV is assigned a
dose of 70 Gy, and a fraction of the remaining GTV is
assigned a dose of 64 Gy due at least in part to the proximity
of that fractional volume to an organ at risk. A CTV contain-
ing a sub-clinical level of disease is prescribed a dose of 48
Gy, which is also within the tolerance of an OAR. The OAR
is divided into a surface of interest (SOI), which is made up of
dose grid points that form its boundary, and inner grid points.
The SOI is allowed to receive a maximum dose of 63.9 Gy.
Doses are prescribed to all PTVs and a PRV (not shown for
clarity) as well.

Example Treatment Plan Assessment

FIG. 16 illustrates an example method 1600 for assessing a
proton treatment plan derived according to some embodi-
ments described herein. The proton therapy system can be
configured to assess whether a treatment plan meets pre-
scribed dose constraints. This can provide feedback to the
system or a physician so that the treatment plan can be ana-
lyzed, altered, and/or executed.
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In block 1605, the proton therapy system creates a proton
treatment plan, as described herein with reference to FIGS. 4
and 14. The proton treatment plan can include a dose distri-
bution based at least in part on a selected proton beam con-
figuration. In some implementations, the proton therapy sys-
tem creates and presents a visual representation of the proton
treatment plan to a user. In some implementations, the proton
treatment plan is based at least in part on an improved or
optimal solution obtained according to the methods described
herein with reference to FIG. 13.

Inblock 1610, the proton therapy system generates assess-
ment indicators to evaluate the proposed treatment plan.
Assessment indicators can include any metric or representa-
tion that provides the system or user with information related
to the treatment plan’s ability to deliver prescribed doses
and/or achieve desired therapeutic goals. In some implemen-
tations, the proton therapy system generates assessment indi-
cators including, for example, a dose volume histogram, a
conformity index, a dose homogeneity indicator, a tumor
control probability, a normal tissue complication probability,
a probability of uncomplicated tumor control, or any combi-
nation of these.

FIG. 17 illustrates an example assessment indicator, a dose
volume histogram (DVH) 1700. The DVH 1700 can include
a plot of a cumulative dose-volume frequency distribution
which graphically summarizes the simulated radiation distri-
bution within a volume of interest of a patient which would
result from a proposed treatment plan. The DVH 1700 can
present information about the uniformity of dose in a speci-
fied volume and can be used as an input for calculations of
tumor control probability and normal tissue complication
probability. Moreover, the DVH 1700 can be used to assess
the least dose delivered to a specified volume. The DVH 1700
includes information about the dose on the horizontal axis
1705 and the specified volume on the vertical axis 1710. The
DVH 1700 can include dose information for a PTV 1715
(dashed line), PRV 1720 (solid line), or other volume (not
shown). The proton therapy system can derive values from the
DVH 1700 to assist in the assessment of the treatment plan
including, for example, a volume that receives at least a
specified dose, V,, a least dose that is received by a specified
volume, D, or both.

A measure of the efficacy of a treatment plan can include
the tumor control probability (TCP) which is the probability
that no malignant cells are left in a targeted location after
irradiation. TCP can be used in conjunction with any targeted
tissue, not just with tumors. A measure of the efficacy of a
treatment plan can also include the normal tissue complica-
tion probability (NTCP) which is a measure of the probability
of'a complication to normal tissue for a given radiation dose.
In treating cancerous cells, for example, it is desirable to
achieve a high TCP (close to 1) and maintain the NTCP at an
acceptably low level. Another measure of the efficacy of a
treatment plan can include the probability of uncomplicated
tumor control (P,,~) which can be defined as TCP(1-NTCP).

Another assessment indicator can include the conformity
index (CI). In some embodiments, the CI is defined as the
ratio of the TV to the PTV and can be useful when sub-
volumes are defined according to standards set by the ICRU.
In some implementations, the Cl is used as a cost function in
the optimization procedure described more fully herein with
reference to FIG. 13.

Inblock 1615, the proton therapy system assesses the treat-
ment plan based at least in part on the assessment indicators
generated in block 1610. Evaluating the efficacy of a treat-
ment plan can include analyzing, calculating, or measuring
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the dose delivered to targeted tissue and/or non-targeted tis-
sue. Targeted tissue can include cancerous cells, tumors,
lesions, or any other tissue.

In block 1620, the proton therapy system decides whether
the proposed treatment plan is satisfactory based at least in
part on the information obtained by analyzing the assessment
indicators. In some implementations, the therapy system can
present the assessment information to a user of the system
such that the system can receive input from the user regarding
whether to implement the treatment plan. In some implemen-
tations, the system automatically classifies the treatment plan
as satisfactory if one or more assessment indicators surpass a
threshold value. In a scenario where the proton therapy sys-
tem deems the proton treatment plan unsatisfactory, the
assessment information can be used to alter the proton treat-
ment plan.

CONCLUSION

Reference throughout this specification to “some embodi-
ments” or “an embodiment” means that a particular feature,
structure or characteristic described in connection with the
embodiment is included in at least some embodiments. Thus,
appearances of the phrases “in some embodiments™ or “in an
embodiment” in various places throughout this specification
are not necessarily all referring to the same embodiment and
may refer to one or more of the same or different embodi-
ments. Furthermore, the particular features, structures or
characteristics may be combined in any suitable manner, as
would be apparent to one of ordinary skill in the art from this
disclosure, in one or more embodiments.

As used in this application, the terms “comprising,”
“including,” “having,” and the like are synonymous and are
used inclusively, in an open-ended fashion, and do not
exclude additional elements, features, acts, operations, and so
forth. Also, the term “or” is used in its inclusive sense (and not
in its exclusive sense) so that when used, for example, to
connect a list of elements, the term “or”” means one, some, or
all of the elements in the list.

Similarly, it should be appreciated that in the above
description of embodiments, various features are sometimes
grouped together in a single embodiment, figure, or descrip-
tion thereof for the purpose of streamlining the disclosure and
aiding in the understanding of one or more of the various
inventive aspects. This method of disclosure, however, is not
to be interpreted as reflecting an intention that any claim
require more features than are expressly recited in that claim.
Rather, inventive aspects lie in a combination of fewer than all
features of any single foregoing disclosed embodiment.
Accordingly, no feature or group of features is necessary or
indispensable to each embodiment.

Embodiments of the disclosed systems and methods may
be used and/or implemented with local and/or remote
devices, components, and/or modules. The term “remote”
may include devices, components, and/or modules not stored
locally, for example, not accessible via a local bus. Thus, a
remote device may include a device which is physically
located in the same room and connected via a device such as
a switch or a local area network. In other situations, a remote
device may also be located in a separate geographic area, such
as, for example, in a different location, building, city, country,
and so forth.

Methods and processes described herein may be embodied
in, and partially or fully automated via, software code mod-
ules executed by one or more general and/or special purpose
computers. The word “module” refers to logic embodied in
hardware and/or firmware, or to a collection of software
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instructions, possibly having entry and exit points, written in
a programming language, such as, for example, C or C++. A
software module may be compiled and linked into an execut-
able program, installed in a dynamically linked library, or
may be written in an interpreted programming language such
as, for example, BASIC, Perl, or Python. It will be appreci-
ated that software modules may be callable from other mod-
ules or from themselves, and/or may be invoked in response to
detected events or interrupts. Software instructions may be
embedded in firmware, such as an erasable programmable
read-only memory (EPROM). It will be further appreciated
that hardware modules may comprise connected logic units,
such as gates and flip-flops, and/or may comprise program-
mable units, such as programmable gate arrays, application
specific integrated circuits, and/or processors. The modules
described herein may be implemented as software modules,
or may be represented in hardware and/or firmware. More-
over, although in some embodiments a module may be sepa-
rately compiled, in other embodiments a module may repre-
sent a subset of instructions of a separately compiled
program, and may not have an interface available to other
logical program units.

In certain embodiments, code modules may be imple-
mented and/or stored in any type of non-transitory computer-
readable medium or other non-transitory computer storage
device. In some systems, data (and/or metadata) input to the
system, data generated by the system, and/or dataused by the
system can be stored in any type of computer data repository,
such as a relational database and/or flat file system. Any of the
systems, methods, and processes described herein may
include an interface configured to permit interaction with
patients, health care practitioners, administrators, other sys-
tems, components, programs, and so forth.

A number of applications, publications, and external docu-
ments may be incorporated by reference herein. Any conflict
or contradiction between a statement in the body text of this
specification and a statement in any of the incorporated docu-
ments is to be resolved in favor of the statement in the body
text.

Although described in the illustrative context of certain
preferred embodiments and examples, it will be understood
by those skilled in the art that the disclosure extends beyond
the specifically described embodiments to other alternative
embodiments and/or uses and obvious modifications and
equivalents. Thus, it is intended that the scope of the claims
which follow should not be limited by the particular embodi-
ments described above.

What is claimed is:
1. A method for performing intensity-modulated ion
therapy, the method comprising:
one or more hardware processors configured to perform the
steps of:
generating a representation of a patient by:
foraplurality of ions, estimating a path taken by eachion
within the patient based at least in part on trajectories
determined from measured data;
determining a system of equations of the form Ax=b
where x represents a distribution parameter associ-
ated with the patient, b represents interaction quanti-
ties of the plurality of ions resulting from interactions
within the patient, and A represents an operator that
operates on X to yield b, the operating having infor-
mation about the estimated paths of the plurality of
ions in the patient;
determining one or more feasible solutions to the system
of equations by perturbing an estimated initial solu-
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tion to determine whether the perturbation yields a
superior reconstruction than a non-perturbed solu-
tion; and

calculating the distribution parameter associated with
the patient;

identifying a volume of interest from the representation
of the patient, the volume of interest divided into a
total number of voxels ordered according to distance
to a feature of interest;

defining a plurality of sub-volumes wherein a sub-vol-
ume comprises a number of consecutive ordered vox-
els, wherein a ratio of the number consecutive ordered
voxels comprising the sub-volume to the total number
of' voxels is approximately equal to a target fractional
value for the sub-volume; and
generating an ion treatment plan that satisfies dose con-
straints for each of the plurality of sub-volumes.
2. The method of claim 1, wherein the ions include protons.
3. The method of claim 1, wherein the ions include carbon
ions.
4. The method of claim 1 further comprising delivering
ions to the patient based on the ion treatment plan.
5. The method of claim 1 further comprising setting a dose
constraint for each of the plurality of sub-volumes.
6. The method of claim 1, wherein generating the ion
treatment plan comprises using an inverse problem solver to
determine ion beam characteristics predicted to deliver radia-
tion doses to the plurality of sub-volumes within the dose
constraints.
7. The method of claim 1, wherein estimating a path taken
by each ion within the patient comprises calculating an esti-
mated path corresponding to an actual path taken by each ion
within the patient, the estimated path providing an estimate of
the actual path.
8. The method of claim 1, wherein the system of equations
of'the form Ax=b is a system of linear equations wherein A is
a matrix, X is a vector, and b is a vector.
9. The method of claim 8, wherein an element of the matrix
A corresponds to an estimated intersection length of a
selected ion in a corresponding voxel, the estimated intersec-
tion length being calculated as a straight-line approximation
of'the estimated path of the selected ion in the corresponding
voxel.
10. The method of claim 1, wherein the interaction quantity
comprise an energy loss of a corresponding ion resulting from
its passage through the patient.
11. The method of claim 1, wherein the distribution param-
eter comprises a distribution of an electron density-based
quantity.
12. The method of claim 11, wherein the electron density-
based quantity comprises relative proton stopping power with
respect to a substantially uniform material.
13. The method of claim 12, wherein the substantially
uniform material comprises water.
14. An intensity-modulated ion therapy system compris-
ing:
an ion delivery system configured to deliver a plurality of
ions according to an ion treatment plan;
a computed tomography system configured to generate a
representation of a patient, the computed tomography
system comprising a hardware processor configured to:
for a plurality of ions, estimate a path taken by each ion
within the patient based at least in part on trajectories
determined from measured data;

determine a system of equations of the form Ax=b where
X represents a distribution parameter associated with
the patient, b represents interaction quantities of the
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plurality of ions resulting from interactions within the
patient, and A represents an operator that operates on
x to yield b, the operating having information about
the estimated paths of the plurality of ions in the
patient;

determine one or more feasible solutions to the system
of equations by perturbing an estimated initial solu-
tion to determine whether the perturbation yields a
superior reconstruction than a non-perturbed solu-
tion; and

calculate the distribution parameter associated with the
patient; and

a treatment plan system configured to generate the ion

treatment plan, the treatment plan system comprising a

hardware processor configured to:

identify a volume of interest from the representation of
the patient, the volume of interest divided into a total
number of voxels ordered according to distance to a
feature of interest;

define a plurality of sub-volumes wherein a sub-volume
comprises a number of consecutive ordered voxels,
wherein a ratio of the number consecutive ordered
voxels comprising the sub-volume to the total number
of'voxels is approximately equal to a target fractional
value for the sub-volume; and
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generate the ion treatment plan that satisfies dose con-
straints for each of the plurality of sub-volumes.

15. The system of claim 14, wherein the plurality of ions
include protons.

16. The system of claim 14, wherein the plurality of ions
include carbon ions.

17. The system of claim 14 further comprising an inverse
problem solver module within the treatment plan system, the
inverse problem solver module configured to determine ion
beam characteristics predicted to deliver radiation doses to
the plurality of sub-volumes within the dose constraints.

18. The system of claim 14 further comprising a forward
problem solver module within the treatment plan system, the
forward problem solver module configured to determine pre-
dicted doses to the patient based at least in part on ion beam
characteristics.

19. The system of claim 14, wherein the computed tomog-
raphy system is configured to generate a three-dimensional
representation of the patient.

20. The system of claim 14 further comprising a detector
system configured to measure trajectories of ions before and
after passing through a portion of the patient and to measure
energies of ions after passing through the portion of the
patient.



